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at the three stages of the measurements (Pre, Post, and
Post II), and revealed that there was a strong significant
correlation between, the reduction of fat mass post-
treatment and the reduction of the total body triglycer-
ides (Post II) treatment (two months after the last ses-
sion). Low frequency ultrasound technique plus
lymphatic drainage technique improve blood serum tri-
glycerides of chronic cardiac patients.
http://dx.doi:10.1016/j.jsha.2016.04.070
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Epicardial fat qualitymeasured asHounsfieldUnit (HU)
by computed tomographyhas significant impact on athero-
sclerosis. Excessive epicardial adipose tissue (EAT) is con-
sidered a risk factor for coronary artery disease (CAD).
There are limiteddata, however, about thequality of epicar-
dial fat as a CAD risk factor. We investigated the relation
between EAT volume and quality and subclinical CAD
defined by positive coronary artery calcification (CAC)
using computed tomography (CT). We reviewed 609 CT
scans to assess the EAT volume, which was measured by
manually tracing the parietal pericardial sac on axial
images. Fat density was recorded inmeanHounsfield units
(HU). Coronary calcium scores were measured using the
Agatston method. The patients’ mean age was
50 ± 11 years, and 398 (65.4%) were men. The mean EAT
volume was 65 ± 27 cm3, and it had a density of 87.0 ± 3.4
HU. Calcium was present in 135 (22%) of the patients: 97
(16%of the total)weremen and 38 (6%)werewomen. There
was no difference between the sexes in regard to EAT
volume (66 ± 27 vs. 63 ± 26, p = 0.34) or density (87.4 ± 3.2
vs. 87.0 ± 3.6, p = 0.28). Obese patients (body mass index
P30 kg/m2hadsignificantlyhigherEATvolumes thannon-
obese patients (73 ± 30 vs. 61 ± 29, p = 0.011), but no differ-
ence was seen in CAC (33 ± 97 vs. 27 ± 103, p = 0.34) or fat
density (87.7 ± 4.0 vs. 88.0 ± 2.7, p = 0.48). Univariate regres-
sion analyses showed that higher fat attenuation (HU) was
associated with a lower coronary atherosclerosis hazard
ratio (HR) (0.871, 95% confidence interval [CI] 0.790–0.948,
p < 0.0001), and an increased EAT volume was associated
with more CAC (HR 1.16, 95% CI 1.078–1.245, p = 0.0001).
The quality of EAT,measured asHUonCT, is a strong pre-
dictor of subclinical CAD as defined by coronary artery cal-
cifications, with a higher HU associated with a lower
incidence of atherosclerosis.
http://dx.doi:10.1016/j.jsha.2016.04.071
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Depression is very common among ill geriatric inpatients
and couldbeamajor factor responsible fordelayed recovery,
hospitalization and increased health care utilization. Study
the prevalence of depression in geriatric cardiac inpatients.
Determine the relationships between depression and hospi-
talization. A cross sectional study included 200 geriatrics
(P65 years) inpatients in cardiac wards at King FahadMed-
ical City from 20th of March 2015 to 29th of April 2015. We
employed the modified 15 item Geriatric Depression Scale
(GDS) to assess the prevalence and severity of depression.
We looked at the number of admission and length of admis-
sion during the last 12 months and its relation with depres-
sion. The prevalence of depression among was 63%. 22.6%
had mild depression, 35.3% had moderate depression and
4.9% had severe depression. There was a statistically signifi-
cant positive correlation between number of admission/year
(p value = 0.001 with r value = 0.75), and positive correlation
betweendaysof admissionand theprevalenceofdepression
(P value = 0.001 with r value = 0.45) among geriatrics.
Patients who admitted to the cardiac care unit (CCU) were
more likely to have depression than those who were
admitted to other cardiac units, Chi-Square test, (p
value = 0.001 with df = 3). Depression was prevalent among
hospitalized geriatric cardiac patients. It was associatedwith
more frequent admissions and increased length of stays and
hence increased utilization of health resources.
http://dx.doi:10.1016/j.jsha.2016.04.072
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Well conducted randomized controlled trials (RCT)
provide answers to relevant clinical question with the
highest level of evidence. However, cardiologist’s partici-
pation in RCTs remains disappointing low in Saudi Ara-
bia despite the perception of its benefits for patients and
clinical practice. The purpose of this study is to identify
the challenges and barriers for cardiologists participation
in RCTs as perceived by cardiologist’s working in King
Abdul-Aziz Cardiac center, Saudi Arabia. A self-
administered questionnaire was completed by cardiolo-
gists from different subspecialties working at King
Abdul-Aziz Cardiac Center, Riyadh. All cardiologists
working in this center were invited to participate. The
questionnaire used was validated before in a previous
multicenter study conducted in the United States. A total
of 61 cardiologists (consultants, Associates and Assistant
consultants) participated in the study with a response
rate of 91%. The mean duration of clinical practice was
7.5 ± 7.9 years. Half of the cardiologists reported that they
did not participate in any RCT before. Among those who
participated, only 21.3% were principal investigator (PI)
or co-investigator, while others only assisted in enrolling
patients. Most cardiologists (90%) agreed that RCTs
improve patient care and an overwhelming majority
(98.4%) reported that they would like to be involved in
RCTs in the future (86.9% as PI). In addition, 77.0% of
the participating physicians believe that their organiza-
tion is encouraging them to participate in RCTs. How-
ever, many cardiologists cited barriers to participating
in RCT including lack of time (70.5%), lack of training/
experience (74.5%) and lack of ancillary support staff
(70.5%). This study identified a group of barriers that
should be tackled in order to promote the active involve-
ment of cardiologists in future RCTs. Most cardiologist
are very enthusiastic about RCT, but they lack the skills
and support staff to initiate RCTs. Future efforts should
tackle these identified barriers to increase participation
in multicenter and investigator initiated clinical trials.
http://dx.doi:10.1016/j.jsha.2016.04.073
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Surgical site infection (SSI, is a preventable and devas-
tating complication with significant morbidity after car-
diac surgery. The reported SSI rate at our center,
ranging from 3.4% to 11.2% (2007–2013). This rate is con-
sidered to be above the standardized rate recommended
by the NHSN. Quality improvement project team to
address the issue of SSI, (SCIP), where formed by the
medical administration late 2014. The aim of the study
was to identify SSI risk factors at our cardiac surgical
unit, using evidence based practices while taking a local
approach to problem solving. We performed Root Cause
Analysis (RCA), and we applied other quality improve-
ment tools to identify the area for potential improvement.
Data include a Process Map of the pre-operative, intra-
operative and post-operative factors that might contri-
bute to SSI risk. We prospectively used the RCA form
to investigate all the stages of the patient process map
(pre, intra op, and post operatively). The data included
the Patient related factors, the sterilization and the
hygiene practice in the operating room, and the operat-
ing room traffic, and the compliance to the bundle of
care. Figure represent the ‘‘Fishbone’’ diagram of the
possible causes of SSI after cardiac surgery in our unit.
Demographic features of patients with SSI were as fol-
lows: mean age-65 years; female 83%; time to infection
(mean 101 days; range 1–36 days;). The root cause analy-
sis identified a significant weakness in the compliance to
the bundle of care to prevent SSI. Furthermore, the
patient flow, the operating theatre cleaning and traffic
was also identified as a contributing factor to SSI. Surgi-
cal site infection after cardiac surgery is a preventable
complication. The application of the evidence based prac-
tice and structured way of thinking in problem solving,
will help identify the potential risk factors. Focusing on
solving the right patient process and visually represents
the problem will help identifying the potential solutions.
http://dx.doi:10.1016/j.jsha.2016.04.074
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In the Kingdom of Saudi Arabia (KSA), cardiovascular
diseases (CVDs) are the primary cause of death among
adults, representing 46% of total mortality in 2014. This
study’s objectives were to assess the prevalence of cardi-
ovascular risk factors (CVRFs), and calculate the cardio-
vascular risk (CVR) among King Saud University
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